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Aorto-enteric fistulae are uncommon, usually asso-
ciated with previous aortic surgery, and cause death
due to exsanguination unless surgical intervention is
successful. However, the mortality and morbidity of
open surgical repair for this condition is high. Recur-
rent aorto-enteric fistulae are rare, and survival
unusual. Aortic endovascular stent grafting is now
technically feasible, and widely reported for elective
repair of abdominal aortic aneurysms. Use of this
technique in acute aortic conditions is much less com-
mon. We report successful aortic endovascular stent
graft repair of a recurrent aorto-enteric fistula, and
discuss the significant advantages this procedure
offers, particularly in the elderly, as well as the longer
term concerns.
Case History
A 90-year-old man was admitted with a 48 h history of
mild central abdominal pain, dizziness on standing,
and passing melaena stool. Significant past medical
history comprised atrial fibrillation, hypertension,
renal impairment, emergency abdominal aortic aneur-
ysm repair (with a straight tube graft) 5 years earlier
at another institution. There were no other signif-
icant medical risk factors for upper gastro-intestinal
haemorrhage.
Eight months previously (i.e. 4 years after initial
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omy. The proximal jejunum was adherent to the aortic
sac, in continuity with the proximal aortic anastamosis
which was disrupted at one area. This was primarily
repaired as it was felt that he would not survive
radical surgery (i.e. aortic ligation, graft excision, and
axillobifemoral bypass). The jejunal fistula was closed
in two layers and an omental plug interposed between
the aortic sac and bowel. He recovered and remained
fit in the intervening 8 months.
On representation he was anaemic but apyrexial,
and cardiovascularly stable. There were no abnormal
signs in the abdomen, but rectal examination con-
firmed melaena. Haemoglobin after four units blood
transfusion was 10.3 g/dl.
Oesophagogastroduodenoscopy (OGD) revealed
mild antral gastritis but no evidence of blood in the
stomach or duodenum. The patient passed further
melaena stool and his haemoglobin fell over the next
72 h, requiring transfusion of a further 11 units. Dur-
ing this time colonoscopy, abdominal CT scan, select-
ive mesenteric angiography, and aortography (Fig. 1)
failed to identify any cause for the bleeding. Recurrent
aorto-enteric fistula was suspected clinically but could
not be confirmed on the images.
It was decided to perform endovascular stent graft
repair of the proximal aortic anastomosis as the most
likely site of recurrent aorto-enteric fistula. Two
34 30 mm TalentTM stent grafts were deployed under
radiographic control via the right common femoral
artery without complication. The proximal aortic-
graft anastomosis was difficult to visualise angiogra-
phically, hence two stent grafts were required; the first
stent graft was deployed immediately distal to the
renal artery origin; the second stent graft overlappedll rights reserved.
Fig. 1. Aortogram shows previous aortic graft but no evidence of
aortic pseudoaneurysm formation or fistula.
Fig. 2. Satisfactory angiographic appearance of the proximal
aortic anastomosis after endovascular stent graft repair covering the
proximal aortic-graft anastomosis with two 34 30 mm TalentTM
stent grafts.
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aortic graft to ensure that the site of the proximal
anstamosis was completely covered and excluded.
Post-deployment angiographic appearance was satis-
factory (Fig. 2). The procedure was covered with intra-
venous ciprofloxacin and metronidazole for 24 h,
continued orally for 4 weeks, and then converted to
oral co-amoxiclav for a further 6 months. He wasEur J Vasc Endovasc Surg Vol 24, November 2002discharged 12 days after the procedure having exhib-
ited no further signs of bleeding, and his haemoglobin
had remained stable.
Follow-up CT scan 2 months later revealed no evi-
dence of recurrent aorto-enteric fistula or of graft
infection. The patient remained well with no further
malaena, and no systemic symptoms of sepsis, to the
last outpatient review at 14 months after stent graft
insertion. Clinical examination and abdominal ultra-
sound scan were unremarkable, and full blood count,
C-reactive protein and erythrocyte sedimentation rate
were all normal. We have learnt from his general
practitioner that he died within the last month,
10 days before his 92nd birthday, of an unrelated
myocardial infarction, with no evidence of bleeding.
Discussion
Haemorrhage from secondary aorto-enteric fistulae
following previous open abdominal aortic surgery is
well recognised. Untreated the condition is usually
fatal due to sudden exsanguination. It is common
though, as exhibited in this case, to have several
smaller `` herald'' bleeds prior to this, and this provides
the opportunity to resuscitate the patient and exclude
other causes of gastro-intestinal haemorrhage by
performing upper and lower gastro-intestinal endos-
copy, whilst preparing the patient for surgery. If
gastrointestinal endoscopy is normal and the patient
stable, further multiple imaging modalities may be
employed to try to identify the site of bleeding or
aorto-enteric fistulation (e.g. CT, MRA, aortography
and mesenteric angiography, red cell labelled scan),
but none are particularly reliable. However, some of
these investigations can also provide the necessary
measurements to size an endoluminal stent graft.
It is not uncommon to be in the predicament of
suspecting an aorto-enteric fistula but being unable
to confirm the diagnosis prior to laparotomy.
However, this diagnostic laparotomy needs to be
planned such that if aorto-enteric fistula is confirmed
the surgeon proceeds immediately to deal with the
fistula. The procedure of choice is infra-renal aortic
ligation, total graft excision, and axillo-bifemoral
bypass,1 though some advocate in-situ reconstruc-
tion.2 The reported in-hospital mortality for either
procedure is high (19±47%).1,2 and in this case we
suspect would have been more in the region of 70%.
If the patient is deemed unfit for this, then the lesser
surgical procedure of direct repair may be considered,
though there is still considerable peri-operative risk
and the long term results are inferior as graft infection
subsequently supervenes.
Repair of a Recurrent Aorto-enteric Fistula 461Reports of recurrent aorto-enteric fistula are rare1±3
and management is difficult. Endovascular stent
grafting offers a less invasive method of sealing the
aorto-enteric fistula, though this method has been
reported on only five previous occasions,5±9 and
never for a recurrent aorto-enteric fistula. In those
cases, as in ours, successful initial control of haemor-
rhage was achieved. Three patients remained
symptom free, with follow-up for 18±24 months. Two
patients developed graft infection and evidence of
recurrent aortoduodenal fistula at 5 and 8 months.
One died of gastro-intestinal haemorrhage, but in
one case subsequent operative repair by aortic liga-
tion, total graft excision and bypass was successful.9
There is little data on the long-term durability of
aortic stent grafts in general, and the prosthesis is at
significant risk of infection. Whether long-term
prophylactic antibiotic therapy will be sufficient, and
which antibiotic is most appropriate is as yet
unknown. There is some evidence that long-term cul-
ture specific antibiotic therapy given intravenously for
6 weeks, then orally for 6 months, is of benefit
in infected grafts.4 We felt that this treatment was
appropriate in this 90-year-old man as it `` cured'' the
symptomatic gastrointestinal bleed, spared him major
surgery which he probably would not have survived,and enabled him to return to his previous good
quality of life.
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